SYMPTOMATIC TREATMENT OF ACQUIRED AND PERSISTENT ENURESIS * JACK NOVICK 2
New York University 2 groups of latency-age male entireties were given symptomatic treatment consisting of routine supportive contact followed, if necessary, by the wettingalarm treatment for enuresis. 1 group was composed of 22 persistent enuretics (those who have wet since birth) and the other of 23 acquired enuretics (those who have started to wet after a period of continence). In contrast to the persistent enuretics the acquired enuretics responded more favorably to routine contact alone; took less time; wet less frequently; and showed a faster rate of decrease in the course of symptomatic treatment. However, they had a higher rate of relapse, and had more symptoms and more deterioration in other areas of behavior in general after treatment.
Among the many types of enuretics distinguished by workers in this field, the contrast most frequently made is between persistent and acquired enuretics. Persistent enuretics are those who have wet since birth, while acquired enuretics are those who have started to wet after a period of continence. The distinction, first reported in the medical literature by Thursfield (1923) , has so grown in importance as to warrant the lead editorial in a recent issue of the British Medical Journal (1960) . This article represents the view of most present-day authorities and clearly states that acquired and persistent enuretics differ in etiology, personality characteristics, and prognosis. Furthermore, the authors of the article state that the nature of the treatment employed depends on whether the enuresis is of a persistent or acquired type.
Despite the importance of this distinction, there have been only four studies in which a direct comparison has been made between 1 Paper presented at the annual meeting of the American Psychological Association, September 1964. This paper is based, in part, on a dissertation submitted to the faculty of the Graduate School of Arts and Science in partial fulfillment of the requirements for the degree of Doctor of Philosophy at New York University. The author wishes to express his gratitude to his research advisor, Margaret E. Tresselt and committee members, Jacob Cohen, Bernard Kalinkowitz, Haim Ginnott, and Morris Eagle for their many helpful suggestions and encouragement during the course of this study. The enuresis training equipment was provided by the Enurtone Company of New York.
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acquired and persistent enuretics. Lord (1952) found no significant differences between these two groups in a series of tests specifically designed for his study. Adler (19S9) found that the placebo effect was significantly greater in acquired than in persistent adult enuretics. Hallgren (1957) compared the persistent and acquired enuretics in his sample on over 30 variables. The two groups differed on only two of the variables, with the persistent group having a higher proportion of familial cases and a higher average frequency of wetting. There is only one study which provides at least partial support for the hypothesis that the two groups differ. Gunnarson and Melin (1951) found that a significantly higher proportion of children with persistent enuresis showed abnormal EEGs than the group with acquired enuresis. In addition, the authors found that in the persistent group, heredity of enuresis was twice as frequent, and evidence of immaturity and infantile traits was found twice as often, as in the group of acquired enuretics. There is, as yet, little evidence to support the view that the two types of enuretics are fundamentally different, and no evidence that whatever differences between them are of practical or prognostic importance. Some authorities believe that the difference between the two types is insignificant. Jones (1960) states that there is no reason to believe that the two types should respond differently to symptomatic treatment. Bakwin and Bakwin (1960) , one of the foremost authorities in 363 the field, state that enuresis, in the previously continent child, can be traced to the same etiological base as in the persistent enuretic.
The present study was designed to test if children with persistent and acquired enuresis: (a) differ in response to symptomatic treatment; (6) differ in the long-term effectiveness of cure produced by this type of treatment; (c) differ in the after-effects of symptomatic treatment.
Symptomatic Treatment
The symptomatic treatment measures used in this study consisted of initial routine supportive treatment of all enuretics, followed, when necessary, by treatment with the wetting-alarm apparatus. Routine treatment consists of a variety of supportive measures aimed at relieving the child's guilt, increasing his confidence, and becoming his ally by dissuading the use of all punitive and harsh procedures on the part of the mother. Many authors (Anderson, 1930; Kanner, 1948; Mowrer & Mowrer, 1938) have felt that these routine measures, combined with the suggestive influence and positive attitude of the therapist, are the main factors leading to improvement. The results of research using routine supportive measures alone (Anderson, 1930) or routine measures in comparison with specific treatment (Adler, 1959; Brown & Ford-Smith, 1941) indicate that these routine measures are at least as effective in controlling enuresis as any of the specific drugs or other physical praxes employed.
The Wetting-Alarm Training Apparatus
Mowrer and Mowrer (1938) were the first to devise and, for therapeutic purposes, employ an efficient wetting-alarm apparatus for waking a child immediately following the onset of micturition. The apparatus used in this study is an improved Mowrer-type wetting-alarm apparatus devised by Sieger (1952) . There are 15 studies reported in the literature on the efficacy of the Mowrer apparatus or a variant developed by Crosby (1950) which uses shock rather than a bell as a waking stimulus. The results have been uniformly positive. The research is reviewed by Jones (1960) and Lovibond (1964) .
PROCEDURE
This study was conducted under the aegis of the Staten Island Mental Health Center.
3 No case was accepted without a medical examination for possible physically based bed-wetting. The study was limited to male enuretics no younger than 6 years of age, with a frequency of bed-wetting no less than 7 out of 10 nights.
Information as to whether subjects were acquired or persistent enuretics was based on repeated questioning of parents. The importance of the distinction was emphasized and parents were told that the form of treatment depended on the type of enuresis. In order to eliminate borderline cases of persistent or acquired enuresis, a detailed history of the course of enuresis was obtained and stringent criteria were employed. Persistent enuretics with a history of decreased frequency of wetting to less than once per week, maintained for 1 month or more, were eliminated from the study. Acquired enuretics were accepted for the study only when the parents could present external corroboration for a history of a minimum of 6 months completely free of any incidents of bed-wetting, and a minimum of 6 months of enuresis after onset.
After receipt of the medical referral, the study proceeded as follows:
Step I
The mother was contacted by telephone and an appointment was arranged on a date 10 days following initial contact. The distinction between acquired and persistent enuresis was explained to the mother, and the importance of accurate information was stressed. She was told to discontinue all forms of treatment and to keep daily records of the wet and dry nights. The mother was told that she would be asked about her child's behavior, fears, habits, and mannerisms, and was told to observe her child in order to increase the accuracy of her report.
Step II Mother and child were seen at the clinic, the average interview lasting 2 hours. Mother and child were first interviewed separately. The child was measured on:
1. Degree of Anxiety as measured by the Children's Personality Questionnaire, "The CPQ" (Coan & Cattell, 19S9; IP AT Handbook, 1960) .
2. Intelligence as measured by Factor B of the CPQ (IPAT Handbook, 1960) .
3. Extent and severity of other behavioral disorders as measured by a modification of a behavior rating scale developed by Lapouse and Monk for an epidemiological study of behavior characteristics in children (Lapouse & Monk, 1958 , 1959 .* The mother was questioned on: (a) type of enuresis, (&) extent and severity of other symptoms using the parents' form of the behavior-rating scale, (c) socioeconomic variables. The mother and child were then brought together and routine Supportive treatment was instituted.
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Mother and child were instructed as to the method of daily record-keeping. The importance of accurate, daily recording of size and frequency of wetting was emphasized.
Step III Ten days after the start of routine supportive treatment, the mother was contacted by telephone to determine the results of treatment and to arrange for a home visit.
Step IV Mother, father, and child were seen in the home. If the effects of routine treatment a were positive, the child received further support and encouragement. If negative, the wetting-alarm training apparatus was demonstrated and installed. The method of daily record-keeping was gone over again and its importance reemphasized. A monthlong record card was filled out daily by mother and child and a separate 10-day card was filled in by the mother and mailed to the clinic.
Step V Thirty days after reaching the cure-criterion of 14 consecutive dry nights, mother and child were seen for a follow-up interview at the clinic. The child was retested on: (a) degree of anxiety; (&) extent and severity of other behavioral disorders. Further, he was administered a questionnaire related to improve-*The original 45-item scale was supplemented with questions on the presence of diuresis, encopresis, reading disturbances, and episodes of firesetting within a year of the study. The scale consists of 30 questions on a wide range of fears and worries, 7 items referring to tension phenomena such as nail-biting, sucking or chewing clothing or other objects, nose-picking, sore-picking, and chewing or sucking lips, tongue, or biting inside of mouth. The remaining items pertain to behavior such as overactivity, inactivity, restlessness, stuttering, nightmares, eating disturbance, temper tantrums, twitches, and tics. The items were designed to reveal not only absence or presence of a given behavior manifestation but also its frequency and intensity.
8 For complete description of procedures of routine supportive treatment see Novick, 1963. 'There were three types of responses to routine treatment: (a) no effect or less than 15% decrease in frequency, (6) continual decrease in frequency until completely dry, and (c) initial decrease followed by reversion to original frequency.
T For complete description of procedures of wetting-alarm treatment see Novick, 1963. ment or deterioration in general areas of functioning. The mother was questioned on: (a) The extent and severity of other behavior disorders in her child, (b) Improvement or deterioration in general areas of functioning. Mother and child were given a 1-month record card and instructed to keep careful daily records of wet and dry nights.
Step VI Every month, for a minimum of 6 months and a maximum of 1 year, the mother was contacted by telephone to check on the further progress of the child and sent a new 1-month record card.
RESULTS
Forty-five subjects were accepted for study and treatment. Twenty-three subjects were acquired enuretics with a minimum of 6 months completely dry prior to onset, and the remaining 22 subjects were persistent bed wetters who had never had a substantial or prolonged decrease in the frequency of enuresis.
There was no significant difference between the two types of enuretics on any of the descriptive variables. Thus, the two groups were similar in socioeconomic class, age, religion, income and education of parents, source of referral, intelligence, frequency of bedwetting, and degree of maladjustment as measured by the anxiety and symptom scales. The children were mostly latency-period children of average intelligence, wetting almost every night prior to treatment. The range of ages was from 6 to 13 years, with an average age of almost 9| years. The subjects wet approximately 9 of the 10 nights prior to treatment with a range of 4/10 to 10/10 wet nights. Seventy-two percent of the sample had wet every night in the 10-night period prior to treatment.
All of the acquired enuretics were clearly within the criteria for acceptance. The group was dry for an average of almost 2 years prior to onset, with some subjects being dry for as long as 4 years. The majority of acquired enuretics started to wet after the age of 4, some subjects starting to wet as late as 6 and 7 years of age. The average age of onset of somewhat less than S years of age found in the present sample is similar to the onset age of acquired enuretics found by Hallgren (1957) . The acquired group had been wetting for an average of over 4 years, with 91% of the sample having wet for 1 year or more after onset.
Response to Symptomatic Treatment
As indicated in Table 1 , almost all the subjects responded positively to symptomatic treatment; routine supportive therapy followed if necessary by wetting-alarm treatment. Three of the 22 persistent enuretics, and 1 of the 23 acquired enuretics, treated failed to reach the cure-criterion. However, a significantly higher proportion of the acquired enuretics responded positively to routine treatment only. One of the 22 persistent enuretics, as compared to 8 of the 23 acquired enuretics, reached the cure-criterion with routine supportive treatment only.
The acquired enuretics took significantly fewer days to reach the cure-criterion than did the persistent enuretics (t = 2.99, p < .01). The persistent group required almost twice as many days of treatment (46.6) as the acquired enuretics (23.8) to reach the criterion of 14 consecutive dry nights. Table 2 presents the results of the analysis of variance of the number of wet nights for each group prior to reaching the cure-criterion. The results indicate that the persistent enuretics had significantly more wet nights prior to reaching the cure-criterion than did the acquired enuretics. The persistent enuretics wet over twice as frequently during the course of treatment as did the acquired enuretics. The significant interaction of the analysis of variance indicates that the trend of the change in wetting in successive 10-day periods of treatment is significantly different for the enuretic groups. The trend analysis of this interaction effect indicates that the difference in trends is due to a significant difference in the linear component of the trend or the rate of decrease in wetting. The data indicate that the rate of decrease in wetting over successive 10-day periods of treatment is significantly greater for the acquired as compared with the persistent enuretics.
Duration of Cure or Relapse after Cure by Symptomatic Treatment
Both groups of enuretics were followed up for an equal period of time with over 80% of the total sample followed up for a period of 8 months to 1 year.
As indicated in Table 3 , the acquired enuretics wet significantly more frequently after "cure" than did the persistent enuretics-on the average, more than twice as frequently. Of the 19 persistent enuretics "cured," 11 re- mained completely dry for an average of 10 months of follow-up as compared with 5 of the 22 acquired enuretics. Of the 8 persistent enuretics with an average frequency of one or more wet nights per month after cure, 4 had an average of one or more incidents of serious wetting as compared with 14 of the 17 acquired enuretics.
After-Effects of Symptomatic Treatment
As indicated in Table 4 , there is a significant difference between the two groups in the number of new symptoms, with the acquired enuretics showing more than twice as many new symptoms as the persistent enuretics. Twenty-one of the 23 acquired enuretics reported one or more new symptoms as compared with only 12 of the 22 persistent enuretics treated.
The hypothesis that the two enuretic groups would differ in deterioration in general areas of behavior is partially confirmed. The mothers of the acquired enuretics report three times as much deterioration in general areas of behavior after treatment as mothers of persistent enuretics. Seventeen of the 23 mothers of acquired enuretics reported deterioration in one or more areas of general behavior after treatment as compared with 7 of the 22 mothers of persistent enuretics. This differ- ence is highly significant. Although the difference in deterioration as reported by children is in the hypothesized direction, it is not more than can be expected by chance (see Table 5 ). Relatively few of the children of either enuretic type reported deterioration after treatment. Finally, the hypothesis that the two groups would differ in overall change in anxiety is not confirmed. Both groups showed a slight, but nonsignificant, decrease in anxiety after treatment.
SUMMARY AND CONCLUSIONS
Two types of male enuretics, 22 persistent and 23 acquired enuretics, drawn from similar homes and not differing in age, intelligence, frequency of enuresis, or degree of maladjustment were given symptomatic treatment consisting of routine supportive measures followed, if necessary, by training with the use of a wetting-alarm apparatus. In contrast to the persistent enuretics, the acquired enuretics:
1. Responded more favorably to routine supportive treatment alone.
2. Took fewer days to reach the cure-criterion with symptomatic treatment.
3. Wet less frequently prior to reaching the cure-criterion.
4. Showed a faster rate of decrease in wetting prior to reaching the cure-criterion.
5. Wet more frequently after cure based on an average 10-month follow-up.
6. Had significantly more new symptoms after treatment.
7. Had significantly more areas of general behavior reported as deteriorated by mothers.
The two groups did not differ: 1. In response to treatment with the wetting-alarm apparatus after failure of routine treatment. Almost 90% of those who failed to respond to routine treatment reached the cure-criterion when treated with the wetting-alarm training apparatus.
2. In number of areas deteriorated after treatment as reported by children. Less than a quarter of the sample of children reported deterioration after treatment.
3. In overall change in anxiety, both groups showing a slight, but nonsignificant, decrease in anxiety after treatment.
From the results of this study one can conclude that there is a fundamental difference between acquired and persistent enuretics-a difference which should be taken into account in the treatment and further study of the problem of enuresis. Specifically, the results confirm the hypothesis that acquired and persistent enuretics: (a) differ in response to symptomatic treatment, (b) differ in the longterm effectiveness of the cure produced by this type of treatment, and (c) differ in the behavioral after-effects of symptomatic treatment.
